The true incidence and outcome of cardiac arrest within the intensive care unit (ICU) is unknown. In a systematic review, Efendijev et al. 1 noted the incidence of ICU cardiac arrest varied from 5.6 to 78.1 cardiac arrests per 1000 ICU admissions. They concluded 'data on intensive care unit cardiac arrest is quite limited and. . . the quality of data overall seems to be moderate' and recommended focused prospective multicentre studies.
Southmead Hospital, Bristol has a 42-bed neurosciences, trauma and general ICU with 2000 admissions annually. Using Wardwatcher 2 data since January 2015, we determined that the incidence of cardiac arrest requiring cardiopulmonary resuscitation (CPR) in our unit was 25 cardiac arrests per 1000 admissions.
Overall, 56 patients received CPR on a total of 75 occasions. The range of episodes of CPR per patient during ICU admission was 1-5 with a median of 1 episode and 11 patients receiving CPR on more than one occasion. Reflecting closely the case mix of our ICU, 52% (29/56) were from surgical specialities, 46% (26/56) from medical specialities and 2% (1/56) were obstetric; 59% (33/56) were male and 41% (23/ 56) female.
Compared to those who did not, patients who did receive CPR were older (63.08 AE 17.51 and 58.45 AE 18.19 years), a greater proportion were unplanned admissions (69.6% and 54.6%), more had CPR prior to admission (17.8% and 3.5%) and they had a higher mean Intensive Care National Audit and Research Centre (ICNARC) predicted mortality score (53.8 AE 30.79 and 18.92 AE 23.65). Those receiving CPR had a median length of ICU stay of 4.6 days (22.7 days in unit survivors) compared to median 3.1 days in those who did not. Importantly, 69.6% of patients who received CPR in the ICU died compared to 10.5% of those who did not. The standardised mortality ratios for comparison are 1.29 (0.92-1.72) and 0.55 (0.49-0.62) for CPR and no CPR, respectively.
These are clinically significant differences between the CPR and no CPR groups for key outcomes like length of stay and unit mortality. There did not appear to be significant differences between those who survived and those who died following CPR (data not shown), but caution is necessary given the small data set.
ICNARC's Case Mix Programme 3 does not collect data on cardiac arrest in ICU. Nor is data on cardiac arrest in ICU collected for the National Cardiac Arrest Audit (NCAA), 4 also run by ICNARC, as a '2222' call is not made. Data collected for the NCAA include day and time of arrest, presenting rhythm, duration of resuscitation attempt and reason resuscitation stopped. In addition to the data already collected by the Case Mix Programme, inclusion of these data would allow more detailed prospective multicentre analysis of cardiac arrest in ICU.
We believe ICNARC should modify the Case Mix Program to include the NCAA dataset for cardiac arrest in ICU. Case mix adjusted incidence could be a key performance indicator for quality of care. More importantly, better data would allow strategies to predict and prevent cardiac arrest in the ICU, delivering better outcomes for patients.
